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INITIAL COMMENTS

The following citations represent the findings of a
health resurvey, non-compliance revisit, and
complaint investigation #71552.

26-40-305 (3) P E - Electrical requirements

(3) Each electrical circuit to fixed or portable
equipment in hydrotherapy units shall have a
ground-fault circuit interrupter.

This REQUIREMENT is not met as evidenced
by:

The facility census totaled 58 residents. Based on
observation and interview, the facility failed to
maintain the hydroculator (device containing hot
water and heat packs) on a ground fault circuit
interrupter (GFCI) outlet.

Findings included:

- Observation on 1/15/14 at 1:40 p.m. revealed
the hydroculator was located in a locked room in
the therapy department and the cord not plugged
into a GFCI outlet.

Interview with maintenance staff FF on 1/23/14 at
9:32 a.m. revealed he/she knew the hydroculator
had to be behind a locked door and confirmed it
was not on a GFCI outlet.

Interview with administrative nursing staff A on
1/23/14 at 8:25 a.m. revealed he/she knew the
hydroculator needed to be on a GFCI outlet and
reported he/she was surprised it was not.

The facility failed to provide a policy regarding the
hydroculator.

The facility failed to ensure the hydroculator
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plugged into a GFCI outlet.

STATE FORM 6899 W42B11 If continuation sheet 2 of 2



